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ABSTRACT
We present a 72-year-old male who developed progressive, watery diarrhea despite anti-motility agents. On colonoscopy,
the mucosa was inﬂamed and covered with an exudate. Stool studies for Clostridium difﬁcile and Escherichia coli were nega-
tive. Biopsies revealed pseudomembranous collagenous colitis, a rare form of microscopic colitis. His symptoms improved
dramatically with budesonide therapy.
INTRODUCTION
The microscopic colitides are comprised of lymphocytic and collagenous subtypes. Classically, these conditions are associated
with normal endoscopic ﬁndings. On the other hand, toxin release fromClostridium difﬁcile infection, Escherichia coli infection,
or colonic ischemia can lead to mucosal inﬂammation and pseudomembrane formation. In rare instances, pseudomembranes
may accompany microscopic colitis even in the absence of infection or ischemia. This entity, coined pseudomembranous micro-
scopic colitis, has only been described a handful of times in recent literature.
CASE REPORT
A 72-year-old male presented to our clinic with a chief complaint of diarrhea. We had previously followed him for constipation-
predominant irritable bowel syndrome (IBS). His diarrhea began after consumption of seafood, which included raw oysters.
About 24 hours after the meal, he experienced forceful, watery, and non-bloody diarrhea associated with mild abdominal
cramping, urgency, and ﬂatulence. He was having up to 4 bowel movements each day. He denied nausea, vomiting, fevers,
chills, or nocturnal bowel movements. He had no recent travel. He tried taking loperamide, which minimally decreased the fre-
quency of diarrhea.
The patient had a past medical history of IBS, hypothyroidism, and primary progressive multiple sclerosis. He was taking levo-
thyroxine, oxcarbazepine, and aspirin. He had no family history of gastrointestinal illness, colon cancer, or autoimmune disor-
ders. He did not use tobacco, but he did consume 1–2 vodka drinks per day. His diet contained a large amount of ﬁber from
fruits and vegetables.
He had normal vital signs and an abdomen that had normal bowel sounds, was non-tender, non-distended, and tympanitic to
percussion. Recent labs revealed a normal thyroid-stimulating hormone, complete blood count, electrolytes, lipase, B12, folate,
and vitamin D. He had a colonoscopy 1 year prior, which revealed an adenoma. Stool studies for C. difﬁcile, Salmonella,
Shigella, Campylobacter, Vibrio, and ova/parasites were negative. He was given a diagnosis of postinfectious IBS and tried on
an anti-motility agent, probiotics, and simethicone gel caps.
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Despite conservative therapy for 1 month, the patient contin-
ued to have watery diarrhea. He took a 2-week course of
rifaxamin, but this did not provide any relief. About 3 months
after his initial presentation, his symptoms worsened, with up
to 10 watery stools per day, nocturnal symptoms, and weight
loss. He underwent a colonoscopy.
The colonoscopy revealed adherent white exudate and mu-
cus throughout the colon with mildly erythematous underly-
ing mucosa but no ulceration (Figure 1). Multiple biopsy
specimens were collected. The biopsies revealed granulation
tissue with acute inﬂammation. Additionally, the mucosa con-
tained a large ﬁbrous band consistent with collagenous colitis
(Figure 2). According to the pathologist, the changes were
very extensive with considerable loss of surface epithelium
and a markedly increased lamina propria inﬂammatory inﬁl-
trate (Figure 3). Due to the ﬁbrinopurulent exudate, repeat
stool cultures were sent including C. difﬁcile, which again
returned negative.
Our patient’s symptoms did not respond to anti-diarrheal
medications including loperamide. He was started on 9 mg of
oral budesonide. Within 2 weeks, his diarrhea had resolved.
Over the next 3 months, he was tapered off the budesonide
therapy without recurrence of his symptoms.
DISCUSSION
Our patient was diagnosed with a rare variant of micro-
scopic colitis called pseudomembranous collagenous coli-
tis. The classic form of microscopic colitis does not exhibit
endoscopic mucosal changes. However, microscopic colitis
can have features of acute inﬂammation, including scattered
intraepithelial neutrophils, crypt abscesses, and, rarely, pseu-
domembranous changes.1 The endoscopic appearance of col-
lagenous colitis can also show mucosal vascular changes,
mucosal abnormalities with red spots, nodularity, and textual
alterations, and a continuum of mucosal breaks or defects.
These ﬁndings have been documented in about 20–34% of
patients with microscopic colitis.2
One case series looked at 10 patients with pseudomembra-
nous collagenous colitis. Most patients were middle-aged
females who presented with chronic, watery diarrhea.
Endoscopically, the colonic mucosa was described as ery-
thematous, granular, and inﬂamed, suggestive of IBD. The bi-
opsy specimens, however, showed a thickened collagen band
underlying pseudomembranes of necrotic debris, ﬁbrin, and
detached epithelium.3
Our case shows that active inﬂammation, including pseudo-
membrane formation, does not preclude the diagnosis of mi-
croscopic colitis. Pseudomembranes are a pattern of injury
and may be due to infection, ischemia, and, rarely, collagenous
Figure 2. Random colon biopsy showing colonic mucosa with underlying
collagen deposition and lymphoplasmacytic inﬁltration in the lamina
propria (hematoxylin and eosin stain, magniﬁcation: 100x).
Figure 3. Sigmoid colon tissue fragment showing complete loss of
overlying epithelium, and underlying acute and chronic inﬂammation
with granulation tissue (hematoxylin and eosin stain, magniﬁcation:
100x).
Figure 1. Colonoscopy showing diffuse mucosal erythema, ulceration,
and friability with adherent ﬁbrino-purulent exudate.
Grunwald et al A Case of Not-So-Microscopic Colitis
ACG Case Reports Journal / Volume 3 / Issue 4 acgcasereports.gi.org 2
colitis.4 A thorough history, stool studies, and biopsy may be
needed to arrive at the correct diagnosis. There is no evi-
dence to suggest that this variant of microscopic colitis is
more resistant to standard therapy.5,6 Therefore, the recent
American Gastroenterological Association guidelines for the
treatment of symptomatic microscopic colitis with early bude-
sonide therapy should still be followed.7
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